THE patient is a piano tuner, aged 49, upon whom I operated for appendicitic abscess in June of last year. The abscess was a thickwalled bilocular one which contained a concretion and about one pint of faecal-smelling pus. The appendix was not readily found; the abscess was therefore drained and the appendix left for a future operation. The patient rapidly improved in health and, his wound healing well, he left hospital in July, but states that almost immediately after leaving the hospital he noticed some firm swelling in the region of the upper part of the left inguinal canal. This was slightly tender, but his general health was good. Nothing abnormal could be felt on the left side of the abdomen at the time of operation. The swelling on the left side of the abdomenl gradually enlarged until, when I saw him again in September, it extended from the left iliac spine to within 1 in. of the middle line, and from Poupart's ligament to within 3 in. of the costal margin above. It seemed to be confined to the abdominal wall, but was firmly attached to the ilium. The abdomen moved freely on respiration. The tumour was tender on deep pressure, but was not painful. His temperature was normal, and the general health not markedly affected. A leucocyte count showed the presence of 10,000 per cubic millimetre. There was a history of syphilis ten years before. The patient was treated with large doses of potassium iodide. A fortnight later the tumour was larger, being more prominent anteriorly, and now extending up to within 1i in. of the costal margin, and to within l in. of the middle line. There was a reddened, slightly cedematous area over the centre, the temperature was 1010 F., and the
leucocyte count now 20,000. An incision was made into the softened area, and an abscess cavity found containing a few drachms of pus, and surrounded by dense masses of fibrous tissue. No actinomyces nor other organisms were found at this time. The abscess readily healed, and the upper part of the mass diminished in size, but there remained a fibrous mass extending down behind the pubes. Temperature again became normal after the operation. At the beginning of November, as the tumour was increasing in size again, the old scar was excised with a small portion of the mass. In this were found a few fistulous tracks lined with granulations, and containing a slimy discharge in which were to be seen a few yellow granules. These on examination proved to be composed of actinomyces. The incision carried through the mass showed that the peritoneum was free. The tumour was composed of fibrous tissue and a small round-celled infiltration.
Since that date, under treatment with large doses of potassium iodide, the tumour had been decreasing in size, especially in its upper parts. It has, however, spread across to the right side of the abdomen. Now this part, too, is decreasing slowly.
DISCUSSION.
Mr. CHOYCE, in regard to the first case, said Dr. Parkes Weber suggested that it might be malarial gangrene. The malaria parasite had been looked for, but was not found. The man said he had had fever, but he did not know what kind. He did not find evidence of endarteritis, therefore supposed it to be a marked first attack of Raynaud's phenomenon, or a definite attack of frostbite. In reference to the second case, he would be glad to know whether the appendix was considered to be at fault, whether it was perpetuating the disease. When the man came back the condition was entirely on the left side, which was against that view. The tumour was entirely in the abdominal wall. The questions that he would like to hear discussed were: (1) Would it be wise to remove the appendix now on the chance that it formed the original focus of the disease? (2) Should any attempt be made to excise the tumour ? (3) Should reliance be placed on the administration of iodides and local treatment.
Dr. JAMEs GALLOWAY, referring to the diagnosis of Mr. Choyce's first case, said that he agreed that the diagnosis of Raynaud's disease was correct, but it had never been his lot to witness such a severe example of this condition. The occurrence of htemoglobinuria, in addition to the other symptoms, seemed to be sufficient to confirm the diagnosis. In regard to the second case, he said that he had had the opportunity of carefully watching a very similar case. He had been first called to see the patient-a gentleman who had been operated upon by Mr. Godlee for inflammatory disease, thought to arise in the region of the appendix. So much matting of tissues was found that a diagnosis of appendicitis could not be definitely made at the time. An abscess was opened and drained, and the diagnosis of actinomycosis was then clearly established. Dr. Galloway saw the case some time afterwards with Dr. Fairweather. The patient was thin, emaciated, and was slowly losing ground. He was undergoing careful and prolonged treatment by means of iodide of potassium, and Dr. Fairweather was, using an irrigation of alcohol through the sinuses left as the result of operation, and which had subsequently formed. The actinomycotic induration was evidently subsiding, but the exhaustion of the patient was intense. In course of time he was asked to make a post-mortem examination in the case. The examination was carried out very carefully with Dr. Fairweather, but though many sinuses and much scar-tissue existed no trace of actinomycosis could be ascertained. It appeared as if the primary disease-actinomycosishad been entirely cured, but that the patient had died of long-continued exhaustion. The disease lasted for more than eighteen months. An account of this case was published in the British Melicail Jowrnal for 1896.1
Dr. H. D. ROLLESTON referred to a case, primarily one of actinomycosis, whichi proved fatal from extensive suppuration, spreading from the right iliac fossa and following removal of the vermiform appendix, the pus from the wound after the operation showing the presence of actinomycosis. At the necropsy there was practically no trace of actinomycosis left, the patient having been thoroughly treated with iodide of potassium. A point of some interest about cases of actinomycosis in the right iliac fossa was as to their real starting point; the tissues in these cases were often so matted together that it was difficult to determine where the disease began, and it was probably often assumed that the appendix was the source of the mischief. There was some reason to believe that this was not always a true solution, and that the adjacent part of the intestine was first affected.
Dr. F. J. POYNTON said he would like to refer to a case which pointed in the opposite direction. The patient came to him with a large swelling spreading over the scapula, with which there was extreme pain, evidently from pressure on the nerve-roots. He did not know what it was, but thought it might be syphilitic. Eventually, however, an abscess formed, which was opened by Mr. Godlee and proved to be an actinomycotic mass. It was thoroughly dealt with at the time, but the next event was a gradual onset of paraplegia. For this laminectomy was done, and the growth was again thought to have been removed, but after many months of severe illness the patient died with paraplegia. It was then found that although the actinomycosis had been dealt with locally it had tracked along the nerve-roots and was still active in the spinal cord, and this in spite of the usual iodide treatment. The case showed how difficult it was to eradicate the disease, and how likely it was to go on to form small foci if any remained behind.
Mr. SIDNEY BOYD said the situation of the primary disease was important. It was not necessarily in the appendix, although it might be in the neighbourhood of that organ. Recently he had had under his care a girl, aged 20, who was sent with the diagnosis of chronic appendicitis, with which he colicurred. She had had pain in the neighbourhood for some months. Under an anaesthetic he felt a swelling in the right iliac fossa, about the size of an egg, which he took to be thickening around the appendix. But on opening the abdomen the swelling was found to be due to thickening of the lower part of the ileum. On drawing the lowest coil of ileum up out of the pelvis he found about 10 in. of it in this condition. He removed about 15 in. of the ileum, together with the caecum and appendix and half of the ascending colon, and the adjacent part of the mesentery, which contained many enlarged glands. She made a satisfactory recovery. The disease turned out to be actinomycotic. In the case shown by Mr. Choyce he thought the primary disease of the appendix had healed up. The swelling on the left side he considered was possibly due to a deep condition in the sigmoid. He did not think it was wise to remove the appendix in the present case until the other disease was cured.
The CHAIRMAN (Mr. Bruce Clarke) said the meeting might be interested to hear of a case which, so far as he knew, had made a recovery-i.e., he was well after an interval of about four years. The patient upon whom he operated certainly had actinomycosis in his appendix. A year later he returned with what Mr. Bruce Clarke took to be an ischio-rectal abscess, and when he opened it he found it was a well-marked condition of actinomycosis. He scraped it thoroughly and treated the man with iodide of potassium for some time. Three years after the actinomycotic trouble had healed up he saw the patient, who said he felt quite well, and looked so.
Mr. CHOYCE, in reply, said that a case under his care three years ago confirmed the opinion that the prognosis was not always bad. The diagnosis was doubtful for some time, but on one occasion the man spat up actinomycotic pus. After large doses of iodide of potassium the condition cleared up, and the man was well now. Only once was actinomycotic material found. Some time later he still had signs of pus in one lung, but he put on flesh afterwards at the same extraordinary rate at which he lost it. He thanked Mr. Boyd for the suggestion that in the present case the actinomycosis might have come from the sigmoid region. He had not himself felt sure that the appendix had had much to do with it, because when the patient was first seen the right side was free.
Case of Pulmonary Stenosis (Congenital) ?
By JAMES GALLOWAY, M.D. THE patient is a girl, aged 41, who was sent to Hospital on the discovery of the abnormality of the heart. She had "bronchitis or ppneumonia " when 4 months old; the doctor who attended said that she had heart disease, which was probably congenital. She is a fairly well developed child, and gives evidence of no serious defect on inspection. There is no cyanosis nor clubbing of the fingers, but she gets breathless while at play and perhaps then a little cyanosed. There is a wellmarked, long-continued systolic murmur to be heard, its point of greatest intensity being at the base of the heart to the left of the sternum, but the murmur may be traced all round the cardiac area, especially at its
